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Medicine and the community
planned action as intended.1 Expert
groups established to examine medical
er ror in the United Kingdom,2
Australia3 and the United States4 have
stressed the fu amental importance of
incident reporting to identify when






identity.MJA Vol 180 7 June 2004ABSTRACT
Objectives:  To seek public opinion on the reporting of medical errors and the 
f healthcare workers who report medical errors.
 participants:  A random, representative survey of 2005 South 
n April 2002, using telephone interviews based on a vignette provided.
e measures:  When a medical error occurs (i) whether the incident 
ported, and (ii) whether the report should disclose the healthcare worker’s 
Results:  (i) Most respondents (94.2%; 95% CI, 93.0%–95.2%) believed healthcare 
workers should report medical errors. (ii) 68.0% (95% CI, 65.5%–70.5%) of those in 
favour of reporting believed the healthcare worker should be identified on the report, 
while 29.2% (95% CI, 26.7%–31.7%) favoured anonymous reporting.
Conclusions:  Most respondents believed that, when a healthcare worker makes an 
error, an incident report should be written and the individual should be identified on the 
report. Respondents were reluctant to accept healthcare worker anonymity, even 
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though this may encourage reporting.MEDICAL ERRORS OCCUR when peo-
ple unintentionally use a wrong plan to
achieve an aim, or fail to carry out a
in each of these countries in establishing
national mandatory and voluntary
reporting systems. The report from the
US Institute of Medicine4 stated that
the functions of incident reporting were
to hold healthcare providers account-
able for performance (achieved through
mandatory reporting), and to provide
information to improve safety.
A recent US survey showed that peo-
ple recognise the value of incident
reporting in protecting patient safety:
62% of respondents believed voluntary
reporting would reduce errors, rising to
71% if reporting was mandatory.5
Another survey found that 73% of
American respondents favoured a man-
datory reporting system and public
accountability of medical error informa-
tion, whereas 21% supported voluntary
incident reporting.6
Despite recognition of the value of
incident reporting, many errors go
unreported by healthcare workers.7
Reasons for reluctance to report inci-
dents have a common theme — that
self-identification could result in per-
sonal repercussions.8-13 Within the
medical profession, views about the
reporting process range from providing
clinicians with the option of reporting
errors anonymously11 through to a fun-
damental requirement for transparency
to retain professional ethics.14,15
Throughout this debate, the views of
the key stakeholder group — the general
public — on the question of anonymity
versus transparency have not been
reported.
The aims of our survey were to gauge
Australian respondents’ opinion of (i)
incident reporting, and (ii) disclosure of
the identity of the healthcare worker(s)
involved in a medical error.
METHODS
Data source
The data for our study were collected in
the 2002 South Australian Health Mon-
itor survey.16,17 People aged 18 years or
older living in metropolitan and country
areas in South Australia were inter-
viewed by telephone. The telephone
numbers called were randomly selected
from the respective telephone directo-
ries. The person in each household
whose birthday was nearest to the date
of the survey was interviewed. The sur-
vey was designed to have sufficient
respondents to achieve a minimum of
± 2.0% accuracy, with 95% confidence
intervals, for any questionnaire item.
Survey question
To gauge support for incident report-
ing, respondents were asked to com-
ment on the following vignette:
A healthcare worker mistakenly gives a
hospital patient the wrong medication. No
one else has noticed the error. The patient
suffers no ill effects other than a minor
stomach upset for 24 hours.
What do you think the healthcare worker
should do?
1. Nothing, we all learn from our mis-
takes;




MEDICINE AND THE COMMUNITYIf respondents replied that a report
form should be filled in, they were then
asked:
If the healthcare worker fills in a report
form, he or she should:
1. Have to write his or her name on the
form, even though this may lead to a
reprimand. The mistake can then be
discussed with all staff to prevent it from
happening again;
2. Not have to write his or her name on
the form, which might encourage
reporting of mistakes. The mistake can
then be discussed with all staff to pre-





age, sex, metropolitan or country resi-
dence, annual household income and
country of birth were collected.
Statistical analysis
A descriptive analysis was used to ascer-
tain the proportion of respondents who
wanted incident reporting and health-
care workers to be identified on incident
reports, with 95% CIs provided. To
identify predictors of attitudes towards
incident reporting and healthcare
worker anonymity, univariate analyses
of demographic factors were under-
taken by generalised linear modelling.
Respondents who did not have a defi-
nite answer were excluded from the
analyses (< 2% of respondents). In the
analysis, respondents were weighted by
age, sex and geographical region to be
representative of the South Australian
population (Box 1).18 The survey pro-
cedures of the STATA statistical soft-
ware package20 were used for this
analysis.
RESULTS
The survey was conducted between 4
and 14 April 2002. From the initial
3400 households randomly selected,
711 households were not able to be
contacted on the telephone number
listed (370 were disconnected or were
fax/modem numbers, no contact was
made for 274 despite six callbacks, and
67 were non-residential numbers), 420
people contacted refused to take part,
181 were unavailable or too sick or
hearing impaired to take part, and 83
did not speak English. Thus, 2005
interviews were conducted, giving a
response rate of 74.6%.
Based on the vignette, 1856 respond-
ents, or 94.2% (95% CI, 93.0%–
95.2%) of those with an opinion
(n = 1970), believed that a report should
be written when an error occurred.
Ninety respondents, or 4.6% (95% CI,
3.7%–5.7%), thought reporting the
incident was unnecessary and 24
respondents, or 1.2% (95% CI, 0.8%–
1.9%), thought another, unspecified
action should be taken.
There were no statistically significant
differences in demographic profile
between those who wanted incident
reporting and those who did not.
Of those in favour of incident report-
ing, and who had an opinion regarding
anonymous or identified reporting
(n = 1825), 1242 respondents, or 68.0%
(95% CI, 65.5%–70.5%), thought that
the healthcare worker should identify
him- or herself on the incident report
form, even though this may lead to
disciplinary action; 532 respondents, or
29.2% (95% CI, 26.7%–31.7%),
thought that, to encourage reporting,
1: Demographic profile of the respondent sample (n = 2005), which was weighted by age, sex and geographical 
region to be comparable with the total population of South Australia in 2000 (n = 1 497 600)18
Variable Men Women Total SA Census 2001*19
Age (years) n = 980 n = 1020 n = 2000
18–39 406 41.4% (37.6%–45.3%) 407 39.9% (36.5%–43.3%) 813 40.6% (38.1%–43.2%)
40–59 349 35.6% (32.3%–39.1%) 346 33.9% (31.0%–37.0%) 695 34.8% (32.5%–37.1%)
60+ 225 23.0% (20.4%–25.8%) 267 26.2% (23.6%–28.9%) 492 24.6% (22.8%–26.5%)
Residence n = 981 n = 1024 n = 2005
Country 263 26.8% (23.6%–30.2%) 258 25.2% (22.6%–28.0%) 521 26.0% (23.9%–28.2%)
Metropolitan 718 73.2% (69.8%–76.4%) 766 74.8% (72.0%–77.4%) 1484 74.0% (71.9%–76.1%)
Annual household income ($) n = 913 n = 889 n = 1802 n = 514 598†
 20 000 173 18.9% (16.5%–21.7%) 245 27.5% (24.8%–30.4%) 418 23.2% (21.3%–25.2%) 84 306 16.4%
20 001–80 000 522 57.2% (53.4%–60.9%) 509 57.3% (53.8%–60.6%) 1031 57.2% (54.7%–59.8%) 354 933 69.0%
80 001+ 218 23.9% (20.4%–27.7%) 135 15.2% (12.6%–18.2%) 353 19.6% (17.4%–22.0%) 75 359 14.6%
Country of birth n = 981 n = 1024 n = 2005 n = 1 458 912
Australia 763 77.8% (74.8%–80.6%) 814 79.5% (76.8%–82.0%) 1577 78.7% (76.7%–80.6%) 1 099 591 75.4%
Europe
UK/Ireland 106 10.8% (8.8%–13.1%) 118 11.5% (9.7%–13.6%) 224 11.2% (9.8%–12.7%) 127 274 8.7%
Other 57 5.8% (4.4%–7.6%) 36 3.5% (2.5%–4.9%) 93 4.6% (3.8%–5.7%) 75 723 5.2%
Asia 10 1.0% (0.4%–2.1%) 12 1.2% (0.6%–2.5%) 22 1.1% (0.6%–1.9%) 34 948 2.4%
Other 45 4.6% (3.4%–6.3%) 44 4.3% (3.0%–6.0%) 89 4.4% (3.5%–5.6%) 121 376 8.3%
* 2001 Census data for annual household income and country of birth are provided for comparison. These data were not available for weighting the respondent sample 
when the survey was conducted in April 2002. † Census data missing for 52 476 households.578 MJA Vol 180 7 June 2004
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51 respondents, or 2.8% (95% CI,
2.1%–3.7%), favoured other, unspeci-
fied options. The results are summa-
rised in Box 2.
There were no statistically significant
differences in demographic profile
between those who wanted healthcare
workers to be identified on incident
reports and those who did not.
DISCUSSION
We found that nearly all respondents
believed healthcare workers should
report errors, even when the outcome of
the error was transient and had no long-
term health effects on the patient. Our
findings relate to a minor medical error,
but nevertheless concur with those of a
US survey relating to serious injury or
harm from medical errors: 94% of con-
sumers believed that these medical
errors should be reported, either on a
voluntary or mandatory basis.6 Two-
thirds of our respondents who were in
favour of incident reporting believed
that healthcare workers should have to
identify themselves, despite the sugges-
tion in the survey question that this
might discourage people from reporting
mistakes.
Reasons for favouring a system where
transparency is assured are likely to be
complex. Reluctance to accept anonym-
ity may reflect scepticism about whether
information will be effectively managed
by healthcare institutions if those who
make the report are not identified, and
that the interests of the healthcare
worker and/or hospital could be placed
above those of the consumer.21 By with-
holding the reporter’s details, people
might assume that patient details are
also withheld, and that the incident
might not be fully investigated.
In Australia, there has been consider-
able attention focused on clinical errors
and perceived lack of transparency by
the medical profession in dealing with
patients and their families.22 This, in
conjunction with the recent medical
indemnity crisis, can only serve to fur-
ther diminish public confidence in
healthcare safety and lead to a call for
greater organisational transparency.
That two-thirds of respondents
wanted identified reporting may also
indicate that people still regard errors to
be the result of a particular person not
performing to a perceived standard.
Consumer doubts about safety are likely
to be fuelled by media coverage of
adverse events, which in some countries
is greater than ever before,23 and often
focuses attention on individual negli-
gent clinicians.
The individualising of errors is con-
trary to current quality improvement
philosophy, which promotes a system-
based approach to the handling of
errors. There is recognition that serious
errors are usually linked to the failure of
multiple systems and the involvement of
many individuals.12 Incident reporting
in Australia was designed by anaesthet-
ists as an anonymous reporting system,
which is said to enable the reporting of a
“rich mass of ‘human factors’ informa-
tion that would not otherwise be
reported”.11 The establishment of an
anonymous reporting system has been
successful in identifying problems, and
is purported to have resulted in signifi-
cant improvements in the delivery of
anaesthesia.24
The public desire for identified inci-
dent reporting provides a challenge for
quality improvement programs to meet
the needs of both consumers and
healthcare workers. It is likely that both
the public and healthcare workers need
to be educated about the complexities
of errors in hospitals, and the vulnera-
bility of healthcare workers to making
mistakes. It is also the responsibility of
hospital administrators and clinicians to
ensure that an open and transparent
system of disclosing errors to consum-
ers is fostered.
It will be a challenge to achieve open
disclosure if recent findings in the
United States also reflect sentiment in
Australia: 62% of consumers, as
opposed to 14% of physicians, believed
that hospital reports of serious medical
errors should be released to the public.5
Our study has several limitations.
Firstly, to decrease the burden on
respondents, we used a single vignette
relating to a minor error, so the out-
come has limited generalisability. We
chose a minor error, assuming that if
respondents favoured incident reporting
for minor errors they would be unlikely
to oppose incident reporting for more
serious errors. A recent survey supports
this. When given a medical error
vignette with two different patient out-
comes — one resulting in death and the
other in complete recovery — respond-
ents were more likely to support impos-
ing fines, suspending healthcare
workers from duty, and initiating mal-
practice lawsuits if the medical error led
to the patient’s death.5 In limiting the
vignette to only two questions, we were
unable to explore community prefer-
ences regarding whether information
obtained through incident reporting
should be made available to the patient,
or evaluate opinion on revealing patient
identity as part of the process.
Secondly, the way in which the
vignette was worded focused on an indi-
vidual who made a mistake. Had the
vignette outlined a system flaw, or had
respondents been made aware of mod-
2: Flow diagram of respondents’ opinions on incident reporting and 
anonymity
Sampling frame















Another, unspecified action 1.2%MJA Vol 180 7 June 2004 579
MEDICINE AND THE COMMUNITYern theories of accident causation and
prevention, their responses may have
been different. Finally, the sampling
frame was restricted to consenting
adults who were listed in the telephone
directory, spoke English and were well
enough to speak on the telephone.
While a response rate of 74.6% was
achieved, results are representative only
of this population.
Eliciting consumer opinion on health-
care is progressively being seen as an
important tool in improving clinical
care.25 National and state quality
improvement activities which focus on
identifying system rather than individ-
ual flaws, as well as open-disclosure
policies, will both assist the public in
accepting healthcare worker anonymity
and give healthcare workers the confi-
dence to identify themselves on incident
reports without fear of recrimination.
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